Background and Objectives:
Although uncommon in the West, Ascaris lumbricoides is a common cause of acute pancreatitis in developing countries. The mechanism of acute pancreatitis in ascariasis may be due to obstruction of papilla of Vater, invasion of common bile duct (CBD), or pancreatic duct (PD). The invasion of PD occurs rarely owing to its smaller caliber. Ultrasonography (USG) is an effective tool for the diagnosis of biliary and pancreatic ascariasis; however, the diagnosis may be false negative in up to 30% of cases. Pancreatic ascariasis is a rare entity. We present our retrospective data of last 10 years of 15 cases of pancreatic ascariasis. Methods: During a study period of 10 years, 15 cases of pancreatic ascariasis were diagnosed by USG/ endoscopic ultrasonography (EUS) . EUS was performed with a linear or radial echoendoscope. Thirteen patients presented with symptoms of acute pancreatitis. Out of 13 patients, nine presented with first episode of idiopathic pancreatitis while four presented with idiopathic recurrent acute pancreatitis. One patient had biliary colic and one patient presented with acute cholangitis. Twelve patients had mild pancreatitis while only one had moderate pancreatitis. Only two cases were diagnosed with USG while 13 patients were diagnosed with EUS. Out of 15 patients, 14 underwent side viewing endoscopy with removal of live single/multiple worms with rat tooth forceps/biopsy forceps/dormia basket in 13 patients. Two patients were managed conservatively with repeat USG showing absence of ascariasis. There were no complications. Results: Two patients had associated bile duct ascariasis. EUS features were single or multiple linear hyperechoic structure without acoustic shadowing in the PD or CBD or with central hypoechoic tube, representing alimentary canal of the worm and movements of worms inside the duct. Live roundworms were removed from CBD and PD without undertaking sphincterotomy. In endemic areas, sphincterotomy facilitates the risk of migration of worms into the CBD. Conclusion: Ascariasis-induced acute pancreatitis is mild and EUS is the investigation of choice. The recurrence is rare and treatment is side viewing endoscopy with removal of worms. Although USG is quite sensitive for diagnosing biliary and pancreatic ascariasis, its sensitivity significantly falls when the worm is thin, in the PD, or the CBD is non-dilated. EUS should be used early in the workup of idiopathic acute pancreatitis after the first episode.
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Role of endoscopic ultrasound in undiagnosed pleural effusion
Malay Sharma, Piyush Somani
Jaswant Rai Speciality Hospital, Meerut, Uttar Pradesh, India Background and Objectives: Thoracocentesis is the first diagnostic procedure for pleural effusion (PE). If diagnosis after thoracocentesis remains uncertain, pleural biopsy either computed tomography (CT)/ultrasonography (USG)-guided or thoracoscopy is required for definitive diagnosis. Overall, access to thoracoscopy is limited in many parts of the world as significant resources and expertise are required. We present the data about evaluation of undiagnosed PE by endoscopic ultrasound (EUS)-guided pleural aspiration or fine needle aspiration cytology (FNAC) of the lymph nodes/pleural deposits. This is first case series regarding EUS-guided FNAC of pleural deposits. Methods: During 2 years, 11 patients of undiagnosed PE were evaluated by EUS. Aspiration of PE was done if fluid sampling was required and EUS-FNA with rapid on-site evaluation (ROSE) was done if FNAC from PE deposit or lymph node was required. Results: Seven patients had right sided and four had left PE. Three cases had unsuccessful attempts/complications at US-guided aspiration. A single pass was successful in diagnostic aspiration in these cases and the aspirated fluid was suggestive of tuberculosis. The remaining eight cases had nondiagnostic aspiration and FNAC with ROSE (average two passes) was done from mediastinal lymphadenopathy or pleural deposits. Four cases with mediastinal lymphadenopathy had granulomatous lesions. Four cases with pleural deposits had malignancy. In this series, EUS was selected as the last diagnostic option for three indications: nontappable PE (3 cases), PE with mediastinal nodes (4 cases) and PE with pleural deposits (4 cases). Conclusion: EUS-guided imaging introduces a totally different path/technique of imaging for inspection of the pleural space.
The most efficient and cost-effective approach to undiagnosed exudative pleural effusion remains uncertain. Both closed pleural biopsy and thoracoscopy may be utilized for the acquisition of pleural tissue. The cumulative yield of imageassisted (either ultrasound or computed tomography [CT]) repeat thoracocentesis and pleural biopsy has been reported to approach that of thoracoscopy. Thoracoscopy, either medical (pleuroscopy) or surgical (video-assisted thoracoscopic surgery [VATS]), remains gold standard in undiagnosed pleural effusion with or without pleural thickening/nodularity or mass. However, thoracoscopy has its own limitations and contraindications. Image-guided pleural biopsy by endoscopic ultrasound (EUS) has never been explored in the past. We describe case series of EUS-guided FNA of pleural deposits in four patients. Case 1: A 50-year-old man, chronic smoker, presented with cough and weight loss. A CT scan of chest revealed a 5 cm × 4 cm size lesion near the apex of lung with pleural effusion. Family was unwilling for thoracoscopy. Linear EUS was performed from esophagus. EUS revealed a well-defined hypoechoic mass above the aorta between esophagus and chest wall. Fine needle aspiration FNAC showed non-small cell lung cancer. Case 2: A 58-year-old man, a smoker for 34 years, was evaluated for breathlessness and chest pain. CT scan revealed a pleural effusion and a nodule on the mediastinal aspect of pleura. He was unfit for bronchoscopy/thoracoscopy. EUS revealed 1.7 cm × 1 cm hypoechoic deposit on mediastinal pleura with pleural effusion. FNAC was diagnostic of nonsmall cell lung cancer. Case 3: A 65-year-old man, a smoker for 40 years, presented with breathlessness. A CT chest showed a mass above right lobe of liver and right-sided pleural effusion. He had low baseline oxygen saturation and could not be stabilized even after supportive therapy. An EUS-guided examination was done without sedation. Hypoechoic deposit was seen extending from diaphragmatic aspect to mediastinal aspect of pleura. FNAC was diagnostic of nonsmall cell lung cancer. Case 4: A 60-year-old morbidly obese (weight 124 kg) female presented with recurrent undiagnosed exudative pleural effusion. CT scan showed a mass close to right bronchus with massive right side pleural effusion. She was unfit for bronchoscopy or thoracoscopy. An EUS examination was done without any sedation. EUS revealed 5 cm × 6 cm hypoechoic mass (deposit) on mediastinal pleura with pleural effusion. FNAC showed multiple caseating granulomas suggestive of tuberculosis. Background and Objectives: Obtaining a tissue diagnosis from lung tumor or mediastinal lymph node located lateral to the aorta (para-aortal) is a diagnostic challenge because of the interposition of the aorta. Invasive surgical procedures such as mediastinotomy, thoracotomy, or video-assisted thoracic surgery are required for the diagnosis of these lesions. Lymph nodes on the "far-side" of major blood vessels can be visualized by endoscopic ultrasound (EUS); however, fine needle aspiration (FNA) is avoided due to concern for bleeding complications. Tumors and mediastinal lymph nodes located in the para-aortic region can easily be visualized by esophageal EUS, because the aorta provides an excellent medium to transfer ultrasound waves. The objective of the study is to evaluate the feasibility, yield, and safety of EUS-guided transaortic FNA of lung tumors and para-aortic lymph nodes. Methods: A retrospective case series of 12 consecutive patients with suspected lung cancer or tuberculosis who underwent transaortic FNAC during a study period of 7 years. Based on computed tomography/positron-emission tomography imaging, a transesophageal FNAC performed through the aorta was considered as the only option to diagnose or stage these patients by means of a minimally invasive procedure. Seven patients had left-sided lung mass. Four patients has enlarged para-aortic lymph node, suspicious for IASLC Stations 5 (n = 1) and 6 (n = 3). EUS was performed with a linear echoendoscope. All aspirates were obtained under realtime US-guided FNA by using a 22/25-gauge needle. A single real-time FNA of the lung mass or lymph node was performed. Results: The final diagnosis was known in 11 patients (5 nonsmall cell lung carcinoma [SCLC], 2 SCLC, 3 tuberculosis, and 1 thymolipoma). EUS-FNA established diagnosis in 9 of 12 patients (75%). One procedure was abandoned due to complication. Conclusion: This case series demonstrates the feasibility and probable safety of single EUS guided transaortic aspiration in para-aortic lesions. The diagnostic yield is 75%. Clearly, further study and very careful selection by expert EUS operators are needed before this procedure can be routinely
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